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A 51-year-old hypertensive man was admitted with acute
thoracic and epigastric pain, which followed a rapidly
regressed period of loss of consciousness. The routine diag-
nostic studies excluded myocardial ischemia or infarction. At
the time of hospital admission, neurologic status was normal,
with equal carotid and peripheral pulses; a grade 5/6
decrescendo diastolic murmur was heard at the left sternal
border. Chest radiograph showed a mediastinal enlargement,
and transthoracic two-dimensional echocardiography (Fig 1)
revealed the aortic root to be dilated up to 7 cm. No intimal
flap could be visualized in the ascending aorta, the aortic
valve was massively incompetent, and pericardial effusion
was not detectable.
Hemodynamics were stable with no sign of shock. We
decided to obtain a contrast computed tomographic (CT) scan
to visualize the aorta because we suspected that he had a dis-
secting aneurysm. The CT scan showed a dilated aortic root
with a maximum diameter of 78 mm (Fig 2). Curvilinear
lucencies were present in the supravalvular portion of the aor-
tic root, but such lucencies were absent in the other sections
of the ascending aorta. No double lumen was present in the
aortic root or the arch. The distal part of the arch was occu-
pied by curvilinear lucencies (Fig 3) and the descending aorta
was normal. A double lumen was present only in the proxi-
mal part of the brachiocephalic artery. Although CT scan
findings were unusual for this condition, an aortic type A dis-
section with intimal intussusception was suspected. We
decided to operate on the patient without delay. Meanwhile
the neurologic status of the patient deteriorated with the onset
of lethargy. A right carotid pulse was still present but reduced
in amplitude and bisferiens (reduplicated).
The chest was opened through a median sternotomy and
the pericardium was entered. Minimal bloody pericardial
effusion was present. The aortic root consisted of only a thin,
bluish layer of tissue. On opening of the aorta, the aortic
wall, from the level of the sinotubular junction up to the ori-
gin of the brachiocephalic trunk, consisted of only the outer
layer of media and adventitia. A circumferential tear of the
intima caused the migration and the intussusception of a
tubular flap downstream into the aortic arch and proximal
descending aorta. This caused the inability, by CT scan and
echocardiography, to detect a double lumen and the typical
flap image in the ascending aorta. The flap was in tight con-
tact with the ostia of left carotid and left subclavian arteries,
obstructing their flow with a trapdoor mechanism. At the
level of the ostium of the brachiocephalic trunk, the tubular
flap was partially lacerated, making perfusion of the right
carotid and right subclavian arteries possible. Surgical treat-
ment consisted in a Cabrol prosthetic aortic root replacement
with a 27-mm composite valve graft (St Jude Medical, Inc,
St Paul, Minn). The distal anastomosis was performed with
the patient under deep hypothermic circulatory arrest, which
allowed the retrieval with the aid of a Foley catheter of the
intussuscepted intima from the aortic arch, avoiding any
additional laceration. The postoperative course was unevent-
ful and no neurologic deficit was present. The patient recov-
ered well from the operation and was discharged on postop-
erative day 12. Histologic examination of the aortic wall
showed cystic medial necrosis and myxoid degeneration of
the aortic valve.
Discussion. Circumferential disruption of the inner aortic
wall layers of the ascending aorta, and subsequent distal
invagination of the cylindric flap, was first described by
Hufnagel and Conrad1 in 1962 and named intimo-intimal
intussusception. Since then about 20 articles describing cases
of intimo-intimal intussusception have been published.2
Analysis of the literature reveals that in almost all cases a
From the Thoracic and Cardiovascular Department, University
Hospital, Siena, Italy.
Received for publication Sept 29, 1998; accepted for publication Nov
17, 1998.
Address for reprints: Eugenio Neri, MD, Istituto di Chirurgia Toracica
e Cardiovascolare Universitá degli Studi de Siena, Policlinico le
Scote, Viale M. Bracci, 53100 Siena, Italy.
J Thorac Cardiovasc Surg 1999;117:829-30
Copyright © 1999 by Mosby, Inc.
0022-5223/99 $8.00 + 0 12/54/95916
Fig 1. Transthoracic two-dimensional echocardiography re-
vealed a dilated aortic root. No intimal flap could be visual-
ized in the ascending aorta.
sudden onset of neurologic symptoms has been followed by a
short delay of severe chest pain typical of aortic dissection.
The neurologic symptoms varied from sudden loss of con-
sciousness to variable degrees of dullness, dizziness, confu-
sion, and restlessness. These symptoms are due to the sudden
obstruction of the supra-aortic branches by the intussuscept-
ed intima and are accompanied by lost or reduced carotid
pulses. In type A dissection, it can be difficult to differentiate
the neurologic symptoms due to the direct dissection of
supra-aortic trunks from those caused by direct obstruction
by the intussuscepted flap. The sudden onset, the temporal
modifications, and the presence of an emerging and deepen-
ing of conscience status, accompanied by a variability in
carotid pulses, may be regarded as a clue to intimo-intimal
intussusception.
CT findings in a patient with intimo-intimal intussuscep-
tion have been described by Nelsen and coworkers3: enlarged
aortic root, mediastinal hematoma, the presence of curvilin-
ear lucencies in the aortic root, the confusing absence of an
intimal flap in the mid-ascending aorta, and again the pres-
ence of linear lucencies in the aortic arch, are consistent with
intussuscepted ascending aortic intima.
Lourié and coworkers4 first described an intimo-intimal
intussusception detected only by transesophageal echocardio-
graphy and considered transesophageal echocardiography to
be the gold standard in defining the anatomy of aortic dissec-
tion allowing recognition of complex intimal flaps. In a
recent article, we5 have reported a case of false positive diag-
nosis of type A dissection due to the detection by trans-
esophageal echocardiography, in a widened ascending aorta,
of the image of an intimal flap. In the same paper we under-
lined that in emergency settings, such as aortic dissection,
instrumental findings may represent a source of diagnostic
pitfalls.
This case of aortic dissection with intimo-intimal intussus-
ception is surprisingly symmetrical, from the diagnostic point
of view, and appears as the mirror image of that case: the
sharp contrast between the typical clinical presentation of
type A dissection and the lack of demonstration, by the com-
mon diagnostic tools, of an intimal flap inside a widened
ascending aorta may lead to a false negative diagnosis. As
evinced from previous reports, the lack of demonstration of
an intimal flap in the ascending aorta seems characteristic of
this condition and is in marked contrast to the clinical picture
of a type A dissection. Thus an undetectable intimal flap is
not an absent flap but must be regarded as a “missing” flap.
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Fig 2. Contrast CT scan showing a dilated aorta without an
evident flap. No double lumen is present in the aortic root.
Fig 3. The distal part of the arch is occupied by curvilinear
lucencies.
